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Migration is not a new phenomenon and has always occurred throughout human history. The last two decades have seen a marked increase in international migration, however, in 2017 there were an estimated 258 million international migrants.[1](#bioe12473-note-1001){ref-type="fn"} Armed conflicts, for example in Syria, have spurred migratory movements, with about 66 million people being forcibly displaced worldwide in 2016.[2](#bioe12473-note-1002){ref-type="fn"} Other factors might also have impacted migration rates, for example the European Union (EU) regulations that grant EU citizens the right to move and choose their place of work freely in combination with the eastern enlargement of the EU in 2004 and 2007. Migration is accordingly one of the defining features of our world today.

As patients and healthcare providers, migrants interact with and shape healthcare systems. Migration thereby impacts healthcare provision and poses several ethical challenges. Societies receiving migrants[3](#bioe12473-note-1003){ref-type="fn"} will have to ask themselves how to conduct migration‐sensitive health research and public health surveillance as the basis for effective health programs without promoting stereotypes.[4](#bioe12473-note-1004){ref-type="fn"} Another key issue is what level of healthcare should be granted to different migrant groups. It is also unclear how to deal with value differences, especially at the end of life: Migrant families might want to protect patients from bad news (and negative emotional reactions), for example, while physicians see it as their duty to inform patients fully.[5](#bioe12473-note-1005){ref-type="fn"}

The above‐mentioned issues have an ethical dimension because they concern the well‐being and self‐determination of patients and providers, and pose questions concerning the just distribution of healthcare resources and how to deal with value conflicts in pluralistic healthcare contexts. Yet, while in other disciplines research on migration, culture, and health has increased in the last decade, bioethicists[6](#bioe12473-note-1006){ref-type="fn"} have only engaged with the topic to a very limited degree.[7](#bioe12473-note-1007){ref-type="fn"} Based on this observation, the authors organized a week‐long workshop on ethical challenges in the healthcare provision for migrants in March 2016.[8](#bioe12473-note-1008){ref-type="fn"} The workshop gave early‐career researchers and experts the opportunity to share and critically discuss their ideas and arguments.

When the authors were asked to edit this special issue following from the workshop, the call was intentionally kept broad, allowing workshop participants to share their ideas with a wider audience and more researchers to join the debate. Accordingly, the articles in this issue explore a variety of questions and draw on different discourses. Some contributions ground their analyses on concepts from global health ethics such as cosmopolitanism,[9](#bioe12473-note-1009){ref-type="fn"} others make use of concepts from medical sociology such as health‐related deservingness,[10](#bioe12473-note-1010){ref-type="fn"} and still others draw on legal debates. At the same time, the articles center around two topics: Access to healthcare and the accommodation of diverse (presumably culturally formed) needs, beliefs, and wishes in healthcare provision.

Access to healthcare has so far received the most wide‐spread attention among bioethicists.[11](#bioe12473-note-1011){ref-type="fn"} This topic may have been of particular interest because the exclusion of some migrant groups from healthcare is a political reality in many destination countries[12](#bioe12473-note-1012){ref-type="fn"}---a reality presumably perceived as painfully unjust by the majority of researchers. In Germany, for example, access to healthcare is limited for groups such as asylum seekers, undocumented migrants and even certain EU citizens. Patients belonging to these groups are generally only eligible for public health services in cases of acute diseases or painful conditions.[13](#bioe12473-note-1013){ref-type="fn"} For undocumented migrants, treatment is de facto limited to emergency care. All health care provided outside of emergency hospital departments needs to be approved by social welfare offices, which have a duty to pass patients\' data on to relevant authorities. Patients accordingly risk deportation when seeking approval.[14](#bioe12473-note-1014){ref-type="fn"} These regulations produce appalling human tragedies, as documented by non‐governmental organizations that provide care for those that fall through the cracks of healthcare systems.[15](#bioe12473-note-1015){ref-type="fn"}

The bioethics articles on this topic have dissected the arguments for and against limiting healthcare. A variety of theoretical approaches ranging from global public goods over social responsibility and human rights frameworks to cosmopolitanism were used to argue (mostly) for broadening access to healthcare for different migrant groups. In this issue, three articles are devoted to this topic, building on previous theoretical work.

Arianne Shahvisi\'s article brings together the discourses on access to healthcare for migrant patients and the brain drain of medical personnel from the Global South to the Global North. She thereby provides *yet another argument for granting migrants equal access to healthcare*. Using the UK as an exemplary destination country, she shows first how the National Health Service (NHS) increasingly restricts healthcare entitlements of specific migrant groups for questionable reasons such as incremental savings and political gain. In a second step, she describes the NHS\' reliance on foreign‐trained care workers. She also points out what is morally troubling about the current situation: The losses of severely needed health personnel and of financial investments for strained source countries. She then discusses various measures proposed to address the medical brain drain and rejects them as inadequate. By dissecting the NHS\' approaches to these two different migrant groups, she uncovers the inconsistency of upholding a cosmopolitan position that is indifferent toward nationality only with regard to medical personnel. She argues that this partial cosmopolitanism is unfair as it reaps the benefits without realizing the duties that a cosmopolitan approach would entail. Consequently, a more consistent policy that grants (at least) all those living in the UK equal access to healthcare should be installed.

Peter West‐Oram\'s paper attempts to show *how to derive solidarity with refugees from self‐interest*. He starts from the observation that refugees are often not granted (full) access to healthcare for self‐interested reasons: The fear that providing healthcare to refugees (or migrants in general) will increase costs and thereby adversely impact the care of citizens of the receiving nation. He explains that some have proposed motivating people to expand health services for migrants by using arguments that cater for these parochial interests. One example is the epidemiological (or public goods) argument, which points out that health risks for all citizens increase if refugees are not adequately treated. These arguments will, however, only justify access to a rather limited number of healthcare services, such as treatment for infectious diseases. If people were instead to act in solidarity with refugees (understood as a commitment to carry costs for others with whom relevant similarities are recognized),[16](#bioe12473-note-1016){ref-type="fn"} this would result in an adequate expansion of healthcare services. He argues that people buying into the self‐interested arguments mentioned above already recognize relevant similarities (health‐related vulnerabilities). By acknowledging and emphasizing these similarities in public discourse, health policy‐makers can use parochial interests as catalysts for solidarity. He illustrates that such shifts from self‐interest to solidarity are indeed possible using policy responses to anti‐microbial resistance as examples.

In her contribution, Nora Gottlieb empirically examines the rationales that are invoked to justify the exclusionary policies with regard to healthcare in two exemplary states: Germany and Israel. She shows that it is not just practical concerns such as the costs of healthcare that underlie these policies, but also ethical concepts of health‐related deservingness. While Israel grounds deservingness in ethno‐national belonging, in the German context membership and contribution to a mutually supportive community is central for deservingness. These moral convictions clash with those that hold that migrants should have equal access to healthcare, often stipulated in human rights or public health ethics discourses. In attempting to move the debate about access to healthcare forwards, this fundamental clash of moral values notwithstanding, Gottlieb provides the following four[17](#bioe12473-note-1017){ref-type="fn"} *suggestions for a more constructive dialogue*. (1) Acknowledge that different (arguably justifiable) ethical positions may be at play and not simply discard the other\'s position as implausible or vile. (2) Make more effort to explain and ground one\'s own claims (including seeking the debate with practitioners to tap into their practical moral knowledge). (3) Distinguish clearly between factual and ethical claims. (4) Finally, be aware what role one (as researcher, policy‐maker, ethicist etc.) can and should play in the dialog: While researchers can help to clarify factual claims, ethical questions cannot be answered by ethicists alone, but rely on public debate involving all affected by planned actions as members of a political community.

The second thematic focus is on cultural diversity and the challenges associated with it in healthcare provision. Language barriers and the cultural insensitivity of healthcare providers and hospital policies (among other factors) have been described as barriers to adequate healthcare for various migrant groups, resulting in worse health outcomes.[18](#bioe12473-note-1018){ref-type="fn"} Using Germany again as an example, little has been done at a national level to reduce known informal barriers. Within the German healthcare system, for instance, responsibility for financing and/or organizing translation to support those with limited language abilities generally rests with the (often migrant) patient.[19](#bioe12473-note-1019){ref-type="fn"} Consequently, it is mostly lay people who do the translating more or less appropriately, risking adverse health effects for vulnerable patients.[20](#bioe12473-note-1020){ref-type="fn"} From the perspective of the physician, ensuring informed consent in such situations is nearly impossible. Some initiatives have developed to increase the provision of culturally sensitive and competent care in hospitals,[21](#bioe12473-note-1021){ref-type="fn"} but these are sparse, pushed by a few dedicated individuals and have so far not evolved into political programs or regulations.

One of the most basic normative questions that warrants discussion is whether the receiving society has a duty to accommodate cultural differences, for example by providing translation services. This question has been discussed more thoroughly in philosophy (e.g., with reference to multilingual ballots or exemptions from legal rules) than in bioethics.[22](#bioe12473-note-1022){ref-type="fn"} In bioethics discourses, such a duty is often tacitly assumed, and debates center on how such accommodation should take place. Accordingly, concepts such as culture as a lens to view certain situations, cultural competence and cultural engagement are critically discussed.[23](#bioe12473-note-1023){ref-type="fn"} It is, for example, questioned whether they really further the interests of migrants or risk additional stereotyping and discrimination. The two articles by Yeal Peled and Jo Samanta & colleagues contribute to this growing discussion.

Yael Peled\'s article is concerned with the prominent issue of language barriers and their potentially detrimental effects regarding the quality and equity of healthcare. While language barriers affect healthcare not only for foreigners but for all linguistic minorities, addressing these issues becomes even more pressing against the backdrop of contemporary migration flows. Rendering the often monolingual approach of modern healthcare systems as linguistic epistemic injustice, Peled makes a case for a language‐sensitive approach of *linguistic epistemic humility* and makes suggestions for its implementation in practice. She argues that because the concept of intercultural competence presupposes a substantial familiarity with the patient\'s culture (including language), linguistic epistemic humility is a more useful approach. It allows assessment of and response to the health needs of increasingly diverse populations while acknowledging existing uncertainty in healthcare across language barriers.

Jo Samanta and her colleagues argue that the expression of faith‐based values and their recognition by healthcare providers within a public healthcare system is a moral right. The authors use a hybrid methodology for their article, attempting to integrate socio‐empirical and normative methods. They focus in their analysis on the end‐of‐life context and draw on an empirical study in which they explored the faith‐based values of migrants from South Asia of Muslim or Hindu belief and of their descendants. Participants were asked how they and their loved ones would want to be treated in hospitals at the end of life. With various quotes, the authors illustrate that their participants expected that their religious values and rituals would be respected by healthcare personnel in hospitals. Then, the authors proposed an ethical framework for accommodating faith‐based values and needs in end‐of‐life care for migrants. The framework refers to *inclusiveness, integration and embedment* as key principles in a national strategy for culture‐sensitive healthcare. The terms differ with regard to the levels at which action is supposed to take place. *Inclusiveness* demands the recognition of diverse religious and faith‐based values by healthcare providers. *Integration* refers to the incorporation of religious and faith‐based values into organizational processes. For this step, educational programs, additional resources and alterations in hospital procedures are required. With *embedment*, the authors demand the recognition of religious and faith‐based values at all levels, especially at the European and national policy levels.

Contributions in this special issue discuss many important questions, but some pressing questions remain unaddressed. While migrant patients are receiving increasing attention from bioethicists, not much has been written on migrant health personnel. To be precise: There are articles discussing the medical brain drain,[24](#bioe12473-note-1024){ref-type="fn"} but there is a lack of articles reflecting on how migrant physicians are to be received and integrated into the healthcare systems of destination countries. This is unfortunate, as empirical studies have shown that migrant physicians as well as the receiving care teams may face many struggles.[25](#bioe12473-note-1025){ref-type="fn"} Furthermore, the question of how to conduct migration‐sensitive research has so far not been addressed sufficiently. Social scientists have shown that choosing certain categories (e.g., race or ethnicity) is not normatively neutral.[26](#bioe12473-note-1026){ref-type="fn"} Bioethical work could support health researchers in better reflecting on the design of their studies and how this design affects the circulation of stereotypes and discrimination in particular. While much work still needs to be done, we hope that the five contributions included in this special issue will help to advance the academic debate and also inform political deliberations.
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